Background and Objective
Introduction
Rheumatic heart disease (RHD) affects 1.86 per 1000 adults in China, a prevalence 10-fold higher than in the industrialized countries of Canada (0.22 per 1000) and Japan (0.14 per 1000) [1] . We have previously shown that RHD-associated stroke is common in China, and that it occurs in younger people and causes more severe symptoms at hospital admission than other types of stroke [2] .That study also showed RHD to be associated with greater risk of death and stroke recurrence [2] . These results establish the importance of RHD as a cause of stroke, particularly in China, and highlight the need to identify independent predictors of prognosis in these patients at particular risk of poor outcome and complications after stroke, such as hemorrhagic transformation (HT).
Several lines of evidence point to elevated levels of cardiac troponin T (cTnT) as a prognostic indicator in stroke patients. Elevated cTnT levels occur in 5-36% of patients with acute ischemic stroke (AIS) [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] , and they are associated with greater stroke severity on admission and higher risk of insular lobe damage, poor clinical outcome and mortality [7, 11, 13] . Highly sensitive (hs) cTnT assays, for which the measurements are termed hs-cTnT, have greatly expanded the potential use of cTnT levels as markers in myocardial infarction(MI), even other cardiac diseases such as structural heart disease and atrial fibrillation [14, 15] end-stage renal disease, [16] pulmonary embolism [17] ,and other conditions [18, 19] . This literature has established hs-cTnT levels as a specific and sensitive biochemical marker of myocardial damage, and potentially of other types of tissue damage, such as stroke.
It remains unclear whether hs-cTnT levels change after stroke in patients with cardiac disease, especially RHD, as well as whether such changes predict HT or other aspects of prognosis. Therefore, the current study examined possible relationships of hs-cTnT levels with risk of HT and with overall prognosis of AIS patients with RHD in China.
Methods
This study involved retrospective analysis of data that had been entered prospectively into the Chengdu Stroke Registry, a detailed database containing information on consecutive patients treated for stroke and stroke-related conditions at West China Hospital since January 2002 [20, 21] . The present study was sponsored by the National Natural Science Foundation of China and approved by the biomedical ethics committee of West China Hospital. Written informed consent was obtained from participants or their guardians.
The present study extracted data from the Registry covering AIS patients(first or recurrent) diagnosed with RHD and admitted within 1 month after stroke onset to the Department of Neurology at West China Hospital between October 2011 and February 2014.Ischemic stroke was diagnosed according to World Health Organization criteria [22] , and confirmed by computed tomography or magnetic resonance imaging. RHD was diagnosed according to criteria in the International Classification of Diseases (10th edition) and confirmed by echocardiography [23] . HT was defined as hemorrhage in the infarct zone not detected by computed tomography of the head immediately after stroke, but observed later during magnetic resonance imaging [21] . Patients were excluded from our study if they refused to undergo electrocardiography or hs-cTnT analysis, if hs-cTnT levels were not obtained within 48 h after admission, or if patients did not undergo follow-up magnetic resonance imaging.
A standardized form was used to collect the following patient data: demographic characteristics, stroke severity on admission, risk factors (hypertension, diabetes mellitus, hyperlipidemia, history of stroke, current smoking and alcohol consumption), renal impairment [diagnosed based on medical history or an estimated glomerular filtration rate (eGFR) <60 ml/min/1.73 m] [2] ,and cardiac diseases, including history of coronary artery disease and congestive heart failure. Stroke severity on admission was assessed using the National Institutes of Health stroke scale (NIHSS) [24] score.
Only hs-cTnT values measured within 48 h after admission were considered in this study, and these values were not collected for all patients, since measurements were performed at the discretion of the physician and only with the consent of the patient or guardian [25] . Based on these 48-h values, patients were classified into a group with elevated hs-cTnT levels (14 ng/L) and a group with normal hs-cTnT levels (<14 ng/L). The cut-off value of 14 ng/L was based on the upper limit of the 99th percentile in a normal reference population reported by the manufacturer of the hs-cTnT assay system (BioMerieux, France).
Prognosis was assessed in terms of death, disability, death/disability, and stroke recurrence at 3, 6, and 12 months after stroke. Disability was defined as a score>2 on the modified Rankin Scale (mRS) [26] .
Results are reported as mean ± standard deviation (SD) for continuous variables, and as frequencies and percentages for categorical variables. In univariate analyses to examine possible associations of hs-cTnT levels with HT or prognosis, differences in categorical variables were compared between patients with elevated or normal hs-cTnT levels using the chi-squared test; differences in continuous variables were compared using Student's t-test or the Mann-Whitney test. Variables associated with P< 0.10 in univariate analyses and variables previously reported in the literature to be associated with HT or prognosis were entered into a backward stepwise multivariate regression model. Two-sided P < 0.05 was defined as the threshold of significance. All statistical analyses were performed using SPSS 20.0 (IBM, Chicago, IL, USA).
Results

Baseline characteristics
During the study period from October 2011 to February 2014, 203 AIS patients with RHD were registered in the Chengdu Stroke Registry, but hs-cTnT values were measured within 48 h after admission for only 84 (41.4%). The characteristics of these 84 patients did not differ significantly in baseline characteristics from the other 119 who were excluded from our study ( Table 1) .
Of the final set of 84 AIS patients with RHD (31 males; mean age, 61.6±12.2years), 49 (58.3%) were assigned to the elevated hs-cTnT group ( 14 ng/L; mean value, 55.3 ng/L; interquartile range, 3.7-1461 ng/L). Baseline characteristics of patients in the elevated hs-cTnT group(14ng/l) and the normal hs-cTnT group(<14ng/L) were compared ( Table 2) .At baseline, patients with elevated hs-cTnT levels showed significantly higher prevalence of hypertension and renal impairment than patients with normal hs-cTnT levels(both P = 0.024). Factors associated with elevated hs-cTnT in univariate analyses (P< 0.10) were entered into multivariate logistic regression, which identified only renal impairment as independently associated with hs-cTnT elevation(OR 4.184,95%CI 1.17 to 15.01,P = 0.028).
Hemorrhagic transformation (HT)
Of the 84 patients, 36 (42.9%) developed HT during the 1-year follow-up, and prevalence of HT was significantly higher among those with elevated hs-cTnT levels within 48 h after admission (55.1 vs25.7%, P = 0.007) ( Table 3) .After adjusting for age, sex, hypertension, renal impairment and NIHSS score on admission, risk of HT in patients with elevated hs-cTnT levels was 4.0-fold higher (95%CI 1.391 to 11.625,P = 0.01) than in patients with normal hs-cTnT levels (Table 4 ).
Prognosis
Mortality rates in the elevated hs-cTnT group were 28.6% at 3 months, 30.6% at 6 months, and 33.3% at 1 year (Table 3 ). The 3-month rate was significantly higher than that in the normal hs-cTnT group (P = 0.009).After adjusting for age, sex, hypertension, renal impairment, and NIHSS score on admission,3-month mortality in the elevated hs-cTnT group was 5.5-fold higher (95%CI1.062 to 28.448,P = 0.042) than in the normal hs-cTnT group (Table 4 ).The two groups did not, however, differ significantly in mortality rate at 6 months (P = 0.292) or 1 year (P = 0.311).
Rates of disability were similar between the two patient groups, though patients with elevated hs-cTnT levels showed a tendency toward higher rates at 3 months (45.7 vs 33.3%), 6 months (29.4 vs 21.4%) and 1 year (21.9% vs 15.4%).The combined rate of death/disability was significantly higher for the elevated hs-cTnT group at 3 months (P = 0.029, Table 3 ). This difference became insignificant after adjusting for age, sex, hypertension, renal impairment, and NIHSS score on admission (P = 0.154, Table 4 ). The rate of death/disability was similar between the two groups at 6 and 12 months (Table 4) .
Stroke recurrence
Nearly all patients were followed up for an entire year after stroke: only 4 of 84 patients (4.8%) were included in 3-month follow-up but lost to 1-year follow-up. By 1 year, 7 patients experienced stroke recurrence, which was diagnosed as ischemic stroke in all cases. Recurrence tended to be more prevalent among patients with elevated hs-cTnT levels than among those with normal levels (10.4% vs 6.3%, P = 0.518).
Discussion
Here we provide preliminary evidence in a small cohort of Chinese patients with AIS and RHD that elevated hs-cTnT levels are associated with significantly greater risk of HT and 3-month mortality. The prevalence of elevated hs-cTnT levels in our cohort, defined as 14 ng/L, was 58.3%, consistent with previous studies [19, 27] . Stroke may increase hs-cTnT levels through two mechanisms: when stroke coincides with acute coronary syndrome, causing ischemic myocardial necrosis [28] ; or when stroke affects cortical areas controlling autonomic function, such as the insular cortex, causing autonomic imbalance and neurogenic cardiac damage [5, 29] . In previous studies, it was found that cTnT levels did not increase greater than normal limits in patients with RHD because RHD [30] has a less destructive effect on the myocyte. However, in the current study, serum hs-cTnT levels in AIS patients with RHD increased much higher than that in other studies [19, 27] . This might be explained by the fact that RHD and acute ischemic stroke interact with each other and strengthen the influence of rheumatic inflammatory process posing the damage to myocardial cells. The cause of injury may be the spread of inflammation to the adjacent myocardial tissue, which can eventually increase the serum hs-cTnT levels. Considering this, investigating the relationship and the mechanism between increased hs-cTnT levels and AIS patients with RHD will be the subject of further investigation. We found that renal impairment was independently associated with elevated hs-cTnT levels within 48 h after admission, as in other studies [19, 31] , and that these elevated levels predicted HT after stroke. HT incidence was 42.9%, which falls within the broad incidence of 0.6-85% reported in a recent systematic review of stroke patients [32] . Since renal impairment by itself has already been shown to increase risk of spontaneous HT in stroke patients [33] , it may be involved in the observed link between elevated hs-cTnT levels and HT after stroke. Controlling for renal impairment, as well as other potential confounders, in multivariate analysis showed that elevated hs-cTnT levels remained a significant predictor of HT, but further studies are needed to confirm that hs-cTnT levels on their own can contribute to HT.
Elevated hs-cTnT levels may cause HT through their association with hypercholesterolemia and arterial atherosclerosis [18] , which can weaken the smooth muscle cells in arteries, influence vessel function and cause hemorrhage. Future work should examine this potential mechanism as well as others that may explain the observed association between high hs-cTnT levels and HT.
Our finding that elevated hs-cTnT levels were associated with mortality at 3 months, but not with mortality or other outcomes at 6 or 12 months, is consistent with previous studies. [31, 34] It seems likely that changes in hs-cTnT levels over time, rather than a single hs-cTnT level, may predict long-term prognosis after stroke. Future studies should measure hs-cTnT levels over longer follow-up to explore fully the possible association between post-stroke evolution of hs-cTnT levels and long-term outcomes. Such monitoring may help identify individuals in need of further diagnostic testing or at higher risk of cardiac complications.
The results of this study should be interpreted carefully in light of its limitations. This was a single hospital-based study involving a small, highly specific patient population, so large cohorts, preferably from different ethnic groups and multiple medical centers, need to be studied. The statistical power of our study was limited by the fact that fewer than half of otherwise eligible patients could be included for lack of hs-cTnT measurements within 48 h after admission. This is because measurements were left up to the discretion of the physician, so a prospective study in which such levels are measured systematically is needed. In such a study, hs-cTnT levels should be measured repeatedly to allow longitudinal analysis. Further work should also examine whether the relationship between hs-cTnT levels and HT is relevant to other types of stroke patients and to the general population, as well as whether post-stroke levels of hs-cTnT differ between patients with and without RHD.
Conclusions
More than half of stroke patients with RHD have elevated hs-cTnT levels, which are associated with higher risk of HT and 3-month mortality. These preliminary results should be verified and extended in future studies with large cohorts.
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